It is not clear why clobazam is the most commonly prescribed anticonvulsant in this part of rural India. However, its prescription may be now causing problems for this group of patients for two reasons: first, it is likely to be associated with more seizures than the guideline-indicated treatment of maximum dose of a first-line anticonvulsant followed if necessary by another first-line anticonvulsant, alone or in combination; second, its costs must be borne by the patient from earnings which are often meager; 10 mg each day costs Rs. 282 each month. A dose of 800 mg daily of carbamazepine costs slightly less than this and most epilepsy specialists would reckon that a better deal.
Perhaps the misprescribing in this small sample of a small population in a large country is not representative. However, identifying a problem is the first stage of solving it. The Indian Epilepsy Society Guidelines [1] (GEMIND) are excellent and provide a simple and effective way to prescribe anticonvulsants. The problem highlighted here is an education gap between those epilepsy specialists (the few) and the doctors who actually prescribe the drugs for people with epilepsy (the many). The many are really many and reaching them all will be difficult. The neurologists on the Lifeline Express do their best to contact individual prescribing doctors but unless this education gap is tackled on a bigger scale, closing the treatment gap will be like trying to fill a bucket with a hole in it.
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Cerebral venous thrombosis in refractory idiopathic thrombocytopenia treated with eltrombopag
Sir, A 3 6 -ye a r -o l d l a d y , d i a g n o s e d w i t h i d i o p a t h i c thrombocytopenic purpura (ITP) for 5 years, presented with menorrhagia and a low platelet count of 5000/µL. She was on immunotherapy but with poor response, had splenectomy followed by a course of intravenous immunoglobulins. Her connective tissue and autoimmune work up for the evaluation of ITP were negative. On admission, she was started on thrombopoietin agonist (oral eltrombopag) in a dose of 50 mg/day. On day 3, she complained of mild holocephalic headache which gradually worsened in intensity, without any focal signs. Computed tomography (CT) imaging of the brain was unremarkable, and magnetic resonance (MR) imaging was planned.
However, after 48 hours of onset of headache, she developed sudden hemiparesis with fall at the hospital. Headache continued and she developed episodes of irrelevant talk. Urgent MR revealed venous infarct in the right frontal lobe with hemorrhagic transformation. MR venogram showed extensive thrombosis of the superior sagittal and transverse sinuses. The platelet counts gradually improved to 95,000/ µL. Antiphospholipid antibodies levels and other antibodies were normal, and thrombophilia profile was negative. She was transferred to stroke service and admitted to the Intensive Care Unit, where the same night she developed status epilepticus. She was loaded with antiepileptic medications to control the seizures. Enoxaparin was started in a dose of 0.6 mg twice daily subcutaneously, meanwhile continuing the eltrombopag administration. Her headache resolved in 3 days, and there was improvement in left hemiparesis, and she was transferred to a rehabilitation facility.
Eltrombopag is a thrombopoietin-receptor agonist used as an effective treatment for ITP [1, 2] as well as hepatitis C-associated thrombocytopenia. It is a nonpeptide ligand, binding the thrombopoietin receptor on megakaryocytes and platelets thereby enhancing the megakaryocyte production and platelet maturation. However, adverse effects of the agent include thrombotic episodes due to the release of platelet materials into the circulation. [3] The patient in discussion had no evidence of thrombosis before the administration of the drug. She developed extensive thrombosis following administration of the drug for 4 days. The prevalence of thrombotic episodes with eltrombopag in a randomized controlled trial was higher compared to the placebo group. Neurological deficits with arterial occlusions have also been reported with eltrombopag in the past. [4] However, recently, there are also reports of paradoxical thrombosis in ITP that reveal prothrombotic tendencies in patients with ITP itself, which may also have contributed to the present condition.
The clinical scenario is challenging, especially in the background of severe ITP and low platelet counts. There is a possibility that one may suspect a bleed and order a CT brain to rule that out, missing an early underlying cerebral venous thrombosis. Here, the initial CT scan was normal with no typical features of cerebral sinus thrombosis. However, subsequent clinical deterioration led to MR brain and MR venogram. The diagnosis is important as the decision to anticoagulate is vital. The challenge after the diagnosis is the need for anticoagulation to be instituted in a brain with venous hemorrhagic infarct and low platelet count. The possibility of endovascular treatment should also considered, especially in patients with rapidly deteriorating neurological status. There are prior case reports of successful anticoagulation after thrombosis with eltrombopag. [5] The knowledge of thrombotic complications of this drug would help to detect early complications and initiate necessary management.
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